angiosarcoma were younger than patients with lymphoma, and dyspnea was the most common complaint at initial presentation for both tumors. Maximal tumor diameter was similar between the tumors (84 AE 22 mm for angiosarcoma vs. 88 AE 19 mm for lymphoma). The right atrial wall was partially to completely invaded by tumor in all patients ( Figure 1A to 1F, Online Video 1).
The right atrial appendage was involved in all patients
with an angiosarcoma but in only 1 patient with lymphoma (p ¼ 0.01) (Online Video 2). In contrast, all lymphomas diffusely involved the right atrioventricular groove and completely surrounded the right coronary artery (defined as >10 mm tumor tissue around the entire circumference) ( Figures 1D and 1E ).
The angiosarcomas showed partial involvement of the right atrioventricular groove in 4 patients and only incompletely (<180 ) encased the right coronary artery (RCA) (p < 0.001) ( Figure 1A) . Extension toward the right ventricle was present in all lymphomas but only in 3 of 7 angiosarcomas ( Figures 1D and 1E ). The tricuspid valve was involved occasionally and was no different between groups. The CMR images showed a central liquefaction necrosis (or necrotic areas) in 6 of 7 angiosarcomas (i.e., rim enhancement with lack of central enhancement) ( Figure 1C ). This pattern was absent in all lymphomas that showed homogeneous tumor enhancement (p ¼ 0.015) ( Figure 1F ). The current results obtained in a small but representative group of patients with cardiac angiosarcoma and HIV-negative lymphoma showed that Of patients with $50% stenosis, 31 (61%) had multivessel CAD. The mean CCS was 606 AE 253. Eighty percent of patients were pre-treated with intravenous metoprolol before scanning, achieving a mean heart rate of 59 AE 5 beats/min. The mean effective
Pericardial effusion was common in both conditions

